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The symbolic elements ofthis logo reflect the

mission of the Surgeon General’s National

Hispanic/Latino Health Initiative. The colors of the

United States of America representthe effort to~ tiiiaareae
AvaRGEON GENARC]nS unite all Hispanics/Latinos, regardless of their

NATIONAL HISPA Afeas diverse backgrounds and roots, under our flag. The 
PeesNts

Bald Eagle, the traditional symbolof “supreme

ala, ne Q:Go powerand authority,” uses its great wingspan, keen

Preyer) eyesight, and ability to soar over great distances to
seaRSE protect and embraceits territory. The eagle

 

embodiesthe Office of the Surgeon General, whose

“wings” protect those in need. The people repre-

Artist: sentall Hispanics/Latinos: the individuals and

Vito Oporto families, the young andthe elderly,all those who

Original Concept: need that protection. The circle was used in many

TODOSHispanic Student Organization ancientcivilizations as a symbol representing the
hi _

Ohio State University Sun,life itself, and the aim to achieve perfection, to

Design Contributions: do everything right,to live in good health, and to
Executive Planning Committee

Surgeon General’s National Hispanic/Latino

Health Initiative health, the circle represents the well-being of the
One

bodyandthe freedom from physical disease or pain,

prolong our existence. As a graphic symbol for

notonlyfor the individual or for a people, but for Voice

the Nation. The powerful words “organized” and

“solidarity” are designed to stir positive reactions

beyond the borders of this Nation, bringing to- }

getherall Hispanics/Latinos. Finally, the small

squaresand the borders show theartistic traditions One

of the Hispanic/Latino Heritage.
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Message from the Surgeon General
ls this melting pot called America, we Hispanics /
Latinos—soon to becomethe largest and youngest of

its ethnic minorities. -have merely remained onthe

outside ofthe pot looking in. Following the path of
least resistance, we havelet the status quosustain us for

the last 500 years. Branded as one amorphous group,

we have persevered, but we have never really been

accounted for or countedin collectively as one...

until now. Speaking with one loud voice, we can begin

to make Americalisten to us as never before. Only

then can we Hispanics

/

Latinos finally begin to come

into our own.

Today, Hispanics / Latinos make up 22 million

hardworking members of the American family, and

bythe vear 2000, there will be 31 million ofus.

Poverty, underemployment, absence oftrue data,

loweducational attainment, cultural dislocation,

andlimited access to health care and insurance have

set manyofus apart from mainstream America and

jeopardized our health.

To begin to contront the challenges that

Hispanics/ Latinosface in this country, and to develop a

plan to address our complex barriers to quality health

care andservices, the Surgeon General's landmark

Hispanic/Latino Health Initiative was born. This far-

reachingInitiative, designed to unite the eHorts of

diverse Hispanic / Latino groups nationwide through

the Office ofthe Surgeon General, was characterized

by three main goals:

« Togather information on the health needs,

concerns, and priorities of Hispanic/Latino

Americans.

= To propose effective and realistic recommen:

dations for addressing these needs.

s To provide a clear focus for coordinating the

activities of the Department ofHealth and

HumanServices with those ofthe Hispanic/

Latino community,

  
Antonia Coello Novello, M.D., M.PH.
Surgeon General

U.S. Public Health Service

 

This report documentsthe activities and

findings of the Initiative. As an unprecedented
compendium ofinformation, the report describes

thestatus off lispanic/ Latinohealth in five regions

ofthe United States, defines the challenges and

priorityissues encompassing our greatest disparities

and barriers, andlists the recommendations related

to Hispanic/Latino health priorities.

TheInitiative and this report were made

possible through the support of the U.S, Depart-

ment of Health and Human Services, Public Health

Service, Office of Minority Health. The Initiative

was guided by an Executive Planning Committee
made up of 48 Hispanic/Latino leaders from
throughout the country,

In September 1992, in Washington, D.C.,

weheldthe first event ofthe Initiative —the Surgeon
General's National Workshop on Hispanic / Latino
Health. More than 200 Hispanic / Latino leaders
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concerned with the health and well-being of the

Hispanic/Latino community came together to speak

at this landmark Workshop.

Theyshared their experience and expertise in

developing recommendations for addressingfive

health concernscritical to Hispanic/Latino Ameri-

cans. These issues remainedas the central focus of

ourInitiative efforts:

a Improvedaccess to health care.

a Improved data collection strategies.

= Increased representation in the science and

health professions.

« Developmentof a relevant and comprehen-

sive research agenda.

a Health promotion and disease prevention

efforts.

Subsequently, in March and April 1993, we

held five Regional Health Meetings in ULS. cities

with large Hispanic/Latino populations—New

York, Miami, Chicago, San Antonio, and Los

Angeles. At these intensive 2-day meetings,

hundreds of Hispanic/Latino leaders and health

professionals pooled their expertise to identify

Hispanic/Latinohealth issues specific to cach

region, to formulate partnershipsfor action at the

State and local levels, and to develop appropriate,

community-based recommendations.

Following the regional meetings, the Execu-

tive Planning Committee members metin

Washington, D.C., for a comprehensive, 2-day

followup session at the end of April. At that time,

we reviewedall the recommendations proposed at

the National Workshop andthe five Regional Health

Mectingsfor possible implementation. This report

summarizes the most pertinent recommendations

developed bythe group in addressing the five

critical issuesin improving the health and well-being

of the Hispanic/Latino community.

The recommendations comeat a time when the
Nation is examininghealth care for all Americans. It
was the hopeofthe group that these recommendations

could be used byFederal, State, and communityleaders

as thevplan for the health and well-being of Hispanics/

Latinos. When these recommendations were made to

the Surgeon General, it was the group's consensusthat

theycould be used to empower communities and close

the gaps betweenthe “haves” andthe “have-nots.”

As result of working together and speaking

with one voice, 1 am confident that we are on the right

track and are beginning to makea real difference in

dealing with these complex issues. Our collective

efforts in carrving forth the aimsofthis Initiative are

critical to the health of everv Hispanic/Latino Ameri-

can. Foronly with a new, more cohesive, in-depth,

andrealistic profile of this Nation’s Hispanics/ Latinos

can we trulybegin to plan for the future as true equals

in this land of opportunity. As we proceed to work

together for goodhealth, let us make TODOS(all of

us) our watchword for vears to come.

SkeoCApg
Antonia Coello Novello, M.D., M.P.H.

Surgeon General
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Chapter1: Introduction

Background

Hispanics/ Latinos constitute one ofthe fastest

growing ethnic minoritiesin the United States. Today,

there are 22 million Americans of Hispanic/Latino

descentin this country, making up about 9 percent of

the Nation’s population. Bythe vear 2000, Hispanics/

Latinos will become thelargest--. and onc ofthe

youngest—of America’s ethnic minority groups, with

an estimated 31 million members. By 2050, the

Hispanic/Latino populationis projected to be

81 million people or about one-fifth of the predicted

American population.

Morethan two-thirds of Hispanics/Latinos now

living in the United States are native citizens, however,

theydo notshare in America’s bounty. Their

per-capita incomeis disproportionately lower than that

of African Americansor non-Hispanic/ Latino whites,

and more than one-third of them do nothave health

insurance even though Hispanics/ Latinos are the most

highly employed minority. The disparityin health

status between the Hispanic/Latino and non-Hispanic/

Latino populationsin the UnitedStatesis a recognized

problem,and research has been conducted to deter-

mine the magnitude and causes ofthis disparity.

However, the problem defies any generic approaches

for solutions because of the diversity of the Hispanic/

Latino population in national origin and cultural

heritage, economicstatus, geographical distribution,

and demographic characteristics.

Numerous groups within the Hispanic/Latino

community have attempted to address the diverse

and complex problemsof Hispanic/Latino health

status. Recognizing the need to addressthis

problem ina united and unified effort, the

Congressional Hispanic Caucus, national Hispanic/

Latino leaders, and several Hispanic organizations

recommendedthat the Public Health Service (PHS)

launch aninitiative to develop solutions; theyalso

recommendedthat Surgeon General Antonia Coello

Novellolead the initiative. Thus, the Surgeon

Gencral’s National Hispanic/Latino Health Initiative

was formed. This report documents the activities of

the Initiative.

The Initiative is designed to mect three

critical goals in support ofthe Department of Health

and Human Services’ (DHHS) commitmentto

health for all Americans: to reduce the health

disparitics of all people in this country, to improve

deliveryof health services to those in need and

those at risk, and to ensure access to health care for

all. Morespecifically, the Initiative addressesfive

crucial health objectives pertinent to the Hispanic /

Latino population:

= To improve access to health care forall.

a To improve the collection of health data for

Hispanics/Latinosacross the board.

a To develop a relevant and comprehensive

research agenda.

s To increase Hispanic/Latino representation in

the science and health professions.

a To expand community-based health promotion

and disease prevention outreachactivities.

To assist her in planning the activities of the

Initiative, the Surgeon General enlisted Hispanic/

Latino leaders from across the Nation who have

expertise in Hispanic/Latino health issues. The

membersof the Executive Planning Committee are

listed in the front of this report.
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Events of the Initiative

National Workshop on Hispanic/Latino

Health: Implementation Strategies

This Workshop wasthecriticalfirst step in meeting

the goals ofthe Initiative. Held September 28-30,

1992, at theANA Westin Hotel in Washington, D.C.,

the Workshop washosted by Dr. Novello and was

sponsored bythe Office of the Assistant Secretaryfor

Health (OASH), Office of Minority Health, and

ca-sponsoredbythe NationalInstitutes of Health,

the Centers for Disease Control and Prevention,

and the Substance Abuse and Mental Health Services

Administration.

The Workshop brought together more than

200 Hispanic/Latino leaders from diverse back-

grounds and organizations in a unique forum that

pooled their strengths and leadership abilities to

promote the health and well-being ofthe Nation's

Hispanic/Latino population. The purpose ofthe

Workshop was to document the status of Hispanic/

Latino health and to begin developing strategies to

meet the identified necds. Its specific goals were

= Togather information about the health needs,

concerns, andpriorities of Hispanic/Latino

Americans.

s To propose effective andrealistic recommen-

dations for mecting those needs.

a To provide a clear focus for coordinating the

Department’s efforts with the efforts ofthe

Hispanic/Latino community.

To prepare the Workshopparticipants to

address the issues in each ofthese areas, the Surgeon

General commissioneda set of Background Sum-

maryPapers. These Background SummaryPapers

outline the problemsin cach area, summarize

proposed solutions trom existing literature, and

offer suggestions for implementation strategies.

They were sent to the participants before the

Workshop and were presented at the Workshop by

the Hispanic/Latino HealthIssues Pancl, composed
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of the five corresponding authors. The papers laid

the groundwork for and served as a prelude to the

important work that occurred at the Workshop.

The Background SummaryPapersare to be pub-

lished in Public Health Reports, the journal of PHS.

During the Workshop, the participants were

assigned to Work Groups, which were charged with

developing implementation strategies for improving

the health and well-being of the Nation’s Hispanic/

Latino population. Each Work Group wastasked

with meeting three objectives:

= Toidentify between 5 and 10 priority

problemsorissues for the assigned topic

(access to health care, data collection,

research agenda, representation in the health

professions, and health promotionand disease

prevention efforts) and to rank them accord-

ing to their priority.

« For each problem orissue, to identifyat least

one aim or desired end.

s Todevelopa list of implementationstrategies

for reaching each aim. As strategies were

developed, some groups also identified at

what level- Federal, State, or local—-and by

which sector----public, private, or public-

private partnerships---these implementation

strategies should be undertaken.

Onthefinal day of the Workshop,a spokes-

person for each Work Group presented the Work

Group's findings to Workshopparticipants, to a

Responder Panel composed ofkevleaders ofFederal

agencies; andto local, State, and Federal policymakers.

Regional Health Meetings

The findings of the National Workshop provided the

basis for the second phase ofthe Initiative, the Regional

Health Mectings, heldin the spring of 1993in cities

across the country——NewYork, Miami, Chicago,

San Antonio, and Los Angeles. The Regional Health

Mcetings drewapproximately | 000 participants from

diverse Hispanic/Latino populations to address health

problems within their communities.
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The objective of cach Regional Health

Mecting was to identify and focus on the specific

needs ofthe regions and to developstrategies tor

creating partnerships for action at the local and State

levels, where lacking, andfor strengthening the

linkages that already exist to promote Hispanic /

Latino health and well-being. Following a format

similar to the National Workshop, groups of

participants developed strategies for cachcritical

area of concern andpresentedthe findings to the

entire gathering.

This report contains a chapter summarizing

the Regional Health Meetings. The full proceedings

for each meetingare to be publishedin separate

reports.

Executive Planning Committee Meeting

On April 22 and 23, 1993, just days after thelast ofthe

Regional Health Mectings took place, the Executive

Planning Committee for theInitiative met in

Washington, D.C., to review the findings ofthe

National Workshop andthe Regional Health Mectings

and to draft a national plan ofaction for improving the

health and well-being of Hispanic/Latino Americans.

This national plan synthesizes andprioritizes the

strategies developedat all of the other workshops;its

purposeis to address the diverse health needs ofthe

Hispanic/Latino community.

About This Report

This reportis published in two versions. Thefirst

version, entitled Recommendationsto the Surgeon

General To Improve Hispanic/Latino Health, contains

a summaryof the Executive Planning Committee

meeting held on April 22 and 23, 1993, and the

implementationstrategies identified at the mecting

as crucial for prompt action. Becausc this reportis

Introduction

a synthesis of the findings from all of the activities

of the National Hispanic/Latino Health Initiative

andprioritizes the recommendations developed, it

serves as an action plan for the Nation to begin

addressing the critical issues related to the health

status ofthe Hispanic/Latino population.

The secondversion of the report, entitled One

Voice, One Vision—Recommendationsto the Surgeon

General To Improve Hispanic/Latino Health, docu-

ments all events ofthe Initiative with emphasis on

the National Workshop held in September 1992.

Chapter 2 contains Dr. Novello’s charge to the

participantsat the National Workshop. Chapter 3 is

the presentation of the Background Summary

Papers. Chapter 4 lists the implementation

strategies developedat the National Workshop, and

Chapter 5 is the presentation of those implementa-

tion strategies. Chapter 6 contains Dr. Novello’s

closing remarks from the National Workshop.

Chapter 7 provides a summary of the Regional

Health Meetings, with highlights of the implementa-

tion strategies developedat the meetings. Chapter 8

containsthe priority recommendations developed at

the April 22-23, 1993, Executive Planning Com-

mittee Mecting.

Appendix A lists the participants of the National

Workshop. (Participants ofthe Regional Health

Meetingsare listed in separate proceedings docu-

mentsfor each meeting.) Appendix B contains the

agendafor the National Workshop. Appendix C

provides the Executive Planning Committce

membersand the agenda for each Regional Health

Meeting. Appendix

D

lists the regional sponsors

and co-sponsorsfor each Regional Health Meeting.

Appendix E contains the remarks of government

and community leaders who took part in the

National Workshop.
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Antonia Coello Novello,

M.D., M.PH.
Surgeon General

Buenastardes y bienvenidos. It is my great pleasure

to welcome you all to this landmark National

Workshop on Hispanic/Latino Health: Implemen-

tation Strategies. As you know, our motto for this

importantevent is TODOS,andit has been

precisely in the spirit of togetherness and unity, of

solidarity and a vision for a healthier future, that we

have been working so hard in the past months to

make this Workshop a reality. A heartfelt thank

you to everyone on the Executive Planning Com-

mittee—and especially to the original five individu-

als (Rudy Sanchez, Raul Yzaguirre, Jane Delgado,

Helen Rodriguez-Trias, and Castulo de la Rocha).

Without the Committee’s tireless and diligent

efforts, there would be no workshop today.

This group meeting here todayfor the first

timeis very similar in composition to the Hispanic/

Latino population as a whole—multicultur
al and

multidisciplinary. We
comefrom throughout the

United States, we can trace Our heritage back

centuries, and we come from multiple Hispanic/

Latino groups. We comefrom the public and

private sectors: We consist of national, State, and

local officials; community leaders; and health

professionals—clinici
ans, physicians, researchers,

and educators. Whetherparticipant or observer,

weare all in this together and have cometo mark a

great new beginning for Hispanic/ Latino health.

This Workshopwill bring to the forefront—

= Thelinks between having good health and

having a good life.

a Thereality of familyties that not only bind

our immediate houscholds and relatives but

that go back five centuries.

a The truc meaning of love of country, love of

heritage, and love oflearning.

a The application of knowledge to move

forward—con respcto, confianza, ¥ honor.

Aboveall, the Workshop will strengthen the

conviction that, in the wordsof Pablo Neruda, “All

paths lead to the same goal: to convey to others what

we are.” Basically, we plan to get to the heart of what

it means to be a Hispanic/ Latino ma
n, woman, Or

child in this country. That is why we are here.

In this historic meeting, it is my hope that we

will filter out the noise of our separate realities and

make our manyvoices heard in one choir—a choir

of voices that will make Americalisten as never

before. TODOS, together, with one voice, we

Hispanics/ Latinos will live up to the single most

important goal positioned for the future: that people

from every cultural and ethnic group shall be empow-

ered to contribute, not onlyto themselves but to the

commongoodofall Americans.

In that spirit of empowermen
t, We shall meet

here for the next 3 days. These 3 days may bring

moderate success for some and laurels for a few on

which to rest in the coming months, or they may bring

unprecedented achievements that will resonate for

years to come and well into the next century.

As the Surgeon Generalforall Americans,

ask you to rise to the challenge and aim for the

unprecedented achievementsthat will make it

feasible for each one of us to have a future. In doing

One

Voice

One

Vision



One

Voice

One

Vision

Charge to Participants

so, make it happen notonlyfor yourselves but for

cach memberofthe Hispanic/Latino community,

In these critical days, I ask you to use not only

your experience and intellect, but your feclings.

Bring not only your care and concern but, if

necessary, your angerandfrustration, your sense of

empathy,justice, and fair play. Adding feeling to

intellect will temper our data and theories with a

healthy doseof reality. At the same time, [ am

asking younotto let your emotionsand feelings

overpowervouto the extent that we become

splintered and lose sight of our overridinggoalin

this spirit of empowerment: to develop implemen-

tation strategies that can cut throughtalk and result in

action. We wantto “getreal,” but in doing so, we

must address our pressing concernswith realistic,

feasible solutions. Iam asking you to bring your

honest perceptions of what can help our families and

children to be healthier and better prepared for the

newage uponus, while allowing us to face our

manybarricrs objectively.

Wehaveall heard a great deal about

Hispanics/ Latinos; we have been inundated with

statistics that paint a complex and often gloomy

picture of whatit is to be Hispanic/Latinoin

Amcrica. Let me share some ofthose with you

today.

= We knowthat, bythe vear 2000, the

22 million Hispanics/Latinos of todaywill

becomealmost 31 million, yielding the single

largest and youngestethnic minority in the

United States.

a The majority of Hispanics/Latinos—67

percent—were born in the UnitedStates.

# Hispanics/ Latinos live in virtually every part

ofthe Nation but are heavily concentrated in

the four States of California, Texas, New

York, and Florida. Most of our population

live in urban areas.

a The Hispanic/Latino population includes

manydifferent nationality groups. The
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majority (63 percent) identify themselvesas

Mexican Americans; 11 percent are Puerto -

Rican; 5 percent are Cuban; 14 percentare

Central or South American; and 8 percent arc-

from other Hispanic/ Latino subgroups.

Although Hispanics/Latinos comprise the

fastest growing segmentofthe elderly

population, as a grouptheyare younger than

other Americans, Theyhave the highest birth

rates in the countryandhavelarger families

than non-Hispanics/ Latinos; 20 percentof

these families are headed bya single female.

Hispanics/ Latinos have the lowestlevels of

educational attainmentof any major popula-

tion group. Only about one-half of adults are

high school graduates, and fewer than 1 in 10 ~

has completed college.

The per-capita income for Hispanics/ Latinos

is disproportionately lower than for African

Americans or whites. In fact, Hispanics /

Latinosare less likely to be homeowners than
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other Americans, and more than one-fourth

live in poverty.

. Hispanics/ Latinos die from various causes.

Amongthe majoronesare accidents, diabe-

tes, cirrhosis ofthe liver, homicide, AIDS,

and perinatal conditions.

s Thirty-three percent of Hispanics/ Latinos lack

health insurance, despite the fact that there may

well be an adult workerin the family.

These facts portray our sociodemographic and

economicrealities and show who wearetoday.

| believe that manyof the problems we face as

Hispanics/ Latinos reflect the educational and

economic disparities we all know. Yes, we have

problems, but theyare not insurmountable.

Because we also have great resources and

strength——-not the least of which is our strong work

cthic and our sense ofjustice.

Your commitmentandthatof the organiza-

tions andinstitutions you representis critical to our

success in this Workshop. With that kind of mutual

commitment, we can bring the very best knowledge

and resources to bear for each ofthefive critical

issues we will discuss—this time with eyes toward

the future.

For example, during our Workshop—

« In ourdiscussion of improving access to

health care, it means removing cultural

barriers that perpetuate fear, mistrust, and

misunderstanding. It means access that is

culturally sensitive and culturally responsible.

It meansbridging the language gap—or

shouldI saythe inability to communicate

between those who speak English and those

who do not. It means encouraging women

who seek out medical care last because of

family obligations to put themselvesfirst for

once. It means access that is community-

based, family-centered, and under oneroof.

= Increasing representation in the health

professions means becoming more involvedin

Charge to Participants

our education, eliminatingilliteracy, increas-

ing the number of college graduates, and

reducing the timeit takes to get a degree. It

also meansgetting on in the world of bio-

technology and science and aspiring to be the

best, whether youngorold. [t means

education for everyone. It means encouraging

not only our young people but also our adults

to get in school and continueto learn. It

meansaspiring to and preparing for careers in

professions that we did not feel were open to

us in the past. It means empowering our

youth to have a say in their futures. It means

having the powerto set the educational

agendathat fits our needs and not walking

aroundblindfolded to opportunities.

Whenwetalk about improving data collec-

tion strategies, it means responsiveness to all

ethnic groups and subgroups and account-

ability to the truth. It means that our

population of 22 million people needsto be

accounted for and counted in. It means

getting comprehensive data, identifying what

is and is not appropriate, and making accurate

assessmentsand reasonable predictions about

the real status of Hispanic/Latino health.

Developing a comprehensive research agenda

goes handin handwith collecting better data.

Wecannot expectto understand where we

are headed and where weoughtto be in terms

of health until we understand, first, where we

are today. It meansfinding a way by which

we benefit from whatsciencehas to offer by

tailoring its benefits to our needs. It means

focusing on the diseases that kill us and

putting priorities on research aimed at

Hispanics/Latinos and other minorities—in

the areas of HIV/AIDSand sexually transmit-

ted diseases; alcoholism and other drug abuse;

infant mortality and perinatal addiction; child

abuse; cancer, tuberculosis, diabetes, and
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heart disease; homicides, suicides, accidental

injury; and the links between these diseases

and the “disease” of poverty.

a When wetalk about health promotion and

disease prevention, it means that promoting

health for Americans must be planned to

encompassthe views, needs, and feelings of

the people whorequireit. Health promoters

and policy makers muststep, as it were, into

the shoes of the unfamiliar if they are to

develop programsthat are responsive to the

needs of those entrustedin their care. It

meansbilingual, culturally sensitive, and

culturally competent programs, materials,

andtraining that address the diverse needs of

ourpluralistic high-tech society. It means

promoting the involvementof everyone to

empowertheir ownhealth and the health of

their families. It means, in a sense, making us

a part of getting better—by empowering us

to understand whygetting better is impor-

tant, not by patronizing us but by enlightening

us and enticing us.

If we are to succeed in this coming century,

we must work to bridge our differences, uniting in a

commonbondandspeaking with a commonvoice.

Wemustlearn notonly to get a piece of the pie but to

havea say in howit is baked. Most importantly,

we mustearn the trust but not arouse the fear of other

minorities like us who seek a piece of the same pie.

In doing so, we muststrive for the following:

a We must securea place for our children in

the explosive new century. And while

securingtheir place, let’s not forget to

include them in the planning process. Being

youngis no reason for exclusion.

= Wemustalso get involved. I would like to

hearless of “I want, I need, and I deserve,”

and more of “What can I do? Howcan I help?

Whendowestart?”
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= We mustfoster acceptance of our population

and promote our incorporationinto a true

multicultural society. I would like to see us

help mainstream America understand and

acceptour Hispanic/Latino culture with its

centuries of knowledge; encourage our

contributions; and value our diversity. It is

time we put an endto cultural stereotypes

once andforall.

s We mustlearn to develop partnerships, not

only among ourselves but also amongStates,

local community groups, and businesses.

Such partnerships will extend our resources,

combine ourskills and specialties, and ensure

more comprehensive services.

s We mustalso seek help whenhelp is needed.

Weneed help to overcome the difficulties and

stress of cultural dislocation and assimilation

into Americanlife. These problemscan leave

woundsthat can last a lifetime.

= Wealso must not overlook the silent cries of

our children, who are watching us and

emulating our behavior. They do what we

do, not what wetell them to do. We must

set the exampleofa healthylifestyle and help

them see through the mixed messages about

false glamour,affluence, popularity, and the

so-called “goodlife.” For how can we expect

to raise our children to value our traditions

and customs,to respect the culturaltraits that

shape ourindividuality, when we ourselves

lose our identity andself respect?

Now,let me return to remind you of what we

all can do togetherat this Workshop. As health

practitioners and advocates, you have a chance to

become the leading architects and designers of our

agendaforthe future. It will be up to you to make

these Work Groupsessions meaningful and con-

structive. It will be up to you to develop sound

objectives and implementation strategies byrelying
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on the shared expertise and collective wisdom of

your colleagues in so many fields. I am relying on

youall to workhard,pull together, and develop a

truly workable, useable plan of action—a plan that

will be the blueprint of our national Hispanic/

Latino health agenda for years to come.

In closing, let me stress that our challenges

are far from easy. We mustretain our pride

withoutlingering at the altar of personal ambition.

We musttransform without transgressing, share

without imposing, and integrate without interrupt-

ing. We must also rememberthatit is not solely

the responsibility of the Governmentto sustain us

andfind a place for us in the next century.

Ultimately, no government,no community

organization alone, is responsible for our future.

We must take commandin shaping our destiny.

As we work together to solve some of our

mostpressing problems, let us rely on ourstrong

values and traditions for guidance. Let's rebuild

where it is needed, maintain whatis essential, learn

newskills and strategies, and seek help—if help is

what is needed most.

Accordingly, do not refrain from speakingout to

our leaders—communicate, reach out, be proactive.

Let us notfail out offear of displeasing a few. Afterall,

we empowered our leaders by our votes;it is our

rightful place to seek empowermentin return.

I believe the time to act is upon us, for we

have precious little time to rehearse. A generation

oF eoeooeoeoeoe Charge to Farticipants

is waiting in the wings, and howwell the 31 million

are received in the next 8 years depends on how

well we perform our roles during the next 3 days.

Let me close by reminding you that the

Hispanic/Latino communityis diverse, very family

oriented, very strong, yet, at times, vulnerable.

Hispanics/ Latinos have succeeded against tremen-

dous oddstime and again. As a group, we have

contributed to making this country strong and

diverse, and we have enriched the lives of young

and old alike through our many talents in every

field. America,it is time you do not forget us!

Together, as Hispanics/Latinos and as

Americans, we can makea difference, starting

today. For, in the wordsofthe great sage, Hillel,

wholived in the 2nd century, “If we are not for

ourselves, who are we? If we are only for our-

selves, what are we?” Aspart ofthis glorious

mosaicthat is our Hispanic/Latino family, I urge us

all to make our mindsand hearts converge on one

important goal: to remember who weare, and to

show America what we are.. As we navigate the

uncharted paths ahead, let us rememberthat

intellect alone cannot be our compass, without

knowledge, there can be no change, but without

heart, there can be no dignity.

Lideres del futuro: | urge you to think

clearly, act decisively, and care tenderly.

Gracias. Adelante TODOS!
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Chapter 3: Hispanic/ Latino

Health Issues Panel—

Background Summary Papers

The Background Summary Papers were commis-

sioned to prepare participants for the National

Workshop by summarizing the existing literature on

the Hispanic/Latino health status—the problems

identified and solutions recommended. Participants

reccived the papers before the Workshoptook place

so that they could arrive at the Workshopreadyfor

the task of developing implementation strategies.

This chapter contains the presentation of the

Background Summary Papersat the Workshop by

the corresponding authors.

Improving Access to Health

Care in Hispanic/ Latino

Communities

Robert Valdez, Ph.D., M.H.S.A.

In the next few minutes I’m goingto try to

 

summarize someofthe highlights of this working

paper, “Improving Access to Health Care in

Hispanic/Latino Communities,” by reviewing the

literature on the financial, structural, and institu-

tional barriers that Latinos face in acquiring care.

Manyofthese barriers, of course, arc buttressed by

lowstandards ofliving in our community, where

basic public health and sanitation practices are not

adequately maintained or provided. Next, I’m

going to talk about some of the proposed recom-

mendations, or summarize some of the proposed

recommendations,that have been offered by health

policyanalysts from national Latino organizations,

from academia, and from other communityorgani-

vations. Last, we'll talk about some of the concerns

or considerations as we begin to deliberate imple-

mentation strategies by highlighting some of the

issues that I think we need to keepin the forefront

of our thinking if we are to improve access to health

care for Latinos.

Let mefirst focus on thefinancialissues. Most

Americansfinance their health care through health

plans offered as a fringe benefit of their employment,

but that link between employment and health

insurance is much weakerfor Latinos. Generally,

employmentreaps very low wages and few fringe

benefits, as exemplified by the health insurance data.

These data on health insurance coverage, or the lack of

health insurance coverage—the uninsured—illustrates

that Latinosare three times morelikelyto be

uninsured than the Anglo population, and about

60 percent more likely to be uninsured than the black

or Asian and otherpopulations.

As you recall, about 7 million Latinosare

uninsured,but that 7 million is spread out differen-

tially among the various Latino ethnic groups.

Mexican Americans and Central and South Ameri-

can populations appear to have a greater problem in

this area.
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Part of the problem arises from thefact that,

despite very high employmentparticipation, Latinos

are veryunlikelyto receive fringe benefits, including

health insurance, as compensation for their work.

Let me turn nowto someofthe structural

issues. Someofthe structural issues that I want to

talk aboutare really those concerns about howthe

system in the United States is put together or not

put together,as it were. Part of that system has to

do with the public programsthat are offered to

providefinancial coverage, and the major program

is Medicaid, a poor program for someofthe poor.

Manyofthe structural problems with Medicaid

revolve around payment fees and proceduresthat

basically, reduce eligibility of the Latino population

to participate.

The system as a whole-—thatis, the health

care system as a whole——is generally characterized

as culturally insensitive and fragmented, as manyof

you havetried to put together your ownsystem, by

choosing a physician who then chooses other

referral physicians, who then choosehospitals to use

ona haphazardbasis. The quality of your health

care system dependson the quality of your

physician’s ability to socialize with other colleagues.

Finally, we touch onthe structural issucs.

Thestructural issues have to do with the fact that

much of our concern focuses on medical care and

ignores the issues of public health. Manyofour

communities lack clean, safe water and basic

sanitation. Andclearly, there isn’t the kind of focus

on reducing violence that is necessary to make

headwayin the morbidity and mortalityin our

communities.

Let me turn to someofthe institutional issues,

orinstitutional barriers. Manvofthem are the

reflection ofthe stereotypes andracial problemsthat

exist in our current system and that have led to the

exclusion in some communities of Latinos from

leadership roles. Manyofthe currentreform proposals

that focus primarilyon the financial barriers close out

Latino business opportunities and community develop-
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ment opportunities. These are at the heart of the

barriers that we see affecting Latinos.

Let me summarize,or at least highlight, afew

of the recommendationsin the report. Clearly,

they can be brokenupinto three areas: (1) modify-

ing governmental (Federal, State, and local)

policies; (2) expanding the supply of culturally

competentproviders, either through increasing the

numberofLatino providersorassisting non-Latino

providers to become much moreattuned to the

concernsandtheissuesthat affect our communities;

and (3) creating incentives for public health and

primarycare.

As webegin to think about implementation

strategies, there are a wholehostofstrategies that

we could come up with. Some of them needn’t be

mutually exclusive. We could follow several

different strategies at one time.

Someofthe considerations thatI think we’re

goingto haveto deal with have to do with thefact

that our populationsare highly concentratedlocally

andin particular States. One implementation

strategy would suggest that we concentrate our

efforts for changein the 12 States with the largest

Latino populations; alternativelyor in conjunction,

we could focus on the 20 largest urbanareas.

We'veseen a reflection of what it mcans to ignore

the urban areasin Los Angeles with the recent“fire

sale,” or riots, that occurredthere in May.

The other thing that we have to keep in mind

is the developmentof advocacy amongournational,

State, and local leaders and ourofficials. It’s our

responsibility to educate the newlyelected Latino

officials who will be joining Congress, who will be

joining the State Houses, and who will be joining

city councils all across the country. Unless we take

it upon ourselves to educate these officials, it’s

unlikely—given the kinds of community develop-

mentissues that most ofus have to deal with—that

health care will be on the top oftheir agenda.

Last, we needto consider howwe are going

to portrayourselves to the national media, to the
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national public. There appears to be a lack of Latino Later, you'll sec that data was not actually collected Data

images, and this lack inhibits our ability to make until 1981. In 1978, OMB [Office of Management Collection

changes and gain access to the powerthat’s neces- and Budget] issued Directive 15, which set the

sarv for increasing access to medical care and health standard for Federal agencydata collection related

care for Latinos. to persons of Hispanic origin. As vou can see, in the

1970s we had two things: Wchadlegislation, and

Improving Data we had an OMBdircctive.

Collection Strategies Moving on, wesecthat by 1980 the Census

started to use Hispanic identifiers for the first time.

Ja ne Delgado, Ph.D. In 1986, the Hispanic Health Research Consortium

was established. In 1987, the National Medical

 

First, | want to thank mv coauthor, Dr. Leo

Estrada, and the COSSMHO[National Coalition of

Hispanic Health and HumanServices Organizations]

Expenditure Survey began to oversample for

Hispanics. In 1988, GAO [ULS. General Account-

ing Office] released a report on Hispanic health data

staff, who were verv important to this paper. I .
» imp Pap collection; 1989 was a landmark vearfor us as a

want to start off with a little bit of historv, whichis . ; .
. community, because that’s the vear the national

critical to give us a perspective on this subject modelbirth and deathcertificates began to include a

In 1970, the Censusfirst used Spanish origin

as an identifier. In 1976 Public Law 94-311 was

enacted, instructing Federal agencies to collect data

Hispanic identifier with specificity for subpopula-

tions.

Oneofthefactors related to Hispanic health that

on “Americans of Spanish origin or descent.” In . . .
this timetable reveals is that, until very recently, we

1977 -ervone knows, the Hi i |
, as everyone knows,the Hispanic Health and didn’t knowhowmanyHispanics were dying. This

Nutrition Examination Survey was established.
explains why, for so long, infant mortality has driven

all of our nationalhealth policy, whenin fact that’s not

an issue affecting Hispanics.

Now,looking into the 1990s: Congress

passed the Disadvantaged Minority Health Improve-

ment Act. This Act is very important, becauseit is One

the first health legislation that focuses on the specific Vous

needs of Hispanic communitics andinstructs people

to look at us as a unique community, rather than in

a “minority community” model. In addition, DHHS

released 300 Healthy People 2000 objectives. There

are only 25 Hispanic objectives becauseall ofthe

objectives had to have a baseline. Because we did i

not have a baseline, there were not Hispanic Vision

component objectives in some areas whichare

important: alcohol abusc, substance abuse, mental

health, sexually transmitted diseases, etc.

In 1991, JAMA [Journal ofthe American Medical

Association] published an issue on Hispanics and

DHIEIS released “Health United States 1990." which 
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includes Hispanic and Hispanic subpopulation health
data. In 1992, the Hispanic Health Research
Consortium awarded grantsto establish five
university-based research teams focused on Hispanic
women’shealth.

These events are the significant onesin the
historyof our data collection. We have a very short
history, and I think that’s part of the problem. So,
when welook at recommendationsin the area of
Hispanic health, I think that the first thing wehave
to lookat is data collection.

Whatare the things that we needin data
collection? First ofall, we need to include a statistically
valid sample for Hispanics and major Hispanic sub-
population groupsin majornational data collection
systems. Ifyou look at the Background Summary
Paper, we have a listing ofall the major data sources
within DHHS,andit indicates which sources include
samples for us. Most of them do not.

The secondcritical factor is the need to
redesign samplesto collect data with more popula-
tion specificity in the Central and South American
and other Hispanic subpopulations. Computer
technologyhas made coding pretty straightforward.
It is also importantto assess the validity of current
data collection instruments and proceduresfor data
collection in Hispanic communities,

A third keyissueis to establish Hispanic
componentobjectives for Healthy People 2000.
Manyof our communities at the State and local
level knowStates are using Healthy People 2000 to
drive their local agendas. Because we didn't have
baseline data, weare left out of a lot of Healthy
People 2000 objectives. We need to have better data
collection so States can track our health status and
incorporate Hispanic/Latino communities into
Healthy People 2000 objectives at the State and local
levels.

In termsof data analysis,it is critical to
support the Hispanic health research infrastructure
to analyze Hispanic-specific information. We
should provide technicalassistance to CBOs

STFS HH HHS HOS OEE

{community-based organizations] and Hispanic
researchersfor research grants for data analysis
award, include Hispanic researchers in development
of RFAsand RFPs,and also submitan annual report
on progress made toward improving Hispanic health
data collection and percentage data analysis dollars
granted to Hispanic focus programs,

In addition,it is critical that we include rating
criteria that would give people points on being able
to demonstrate they can work in our community. It
should notbe controversial that, if you are dealing
witha bilingual /bicultural community, somebody
on your team should be able todo that, too.
Considering that we are the group withthe least
amountofinformation about us, we should be
getting not only our proportionate share but more,
so we cancatch upforall the lost time we've had. |
think that’s one of the things that we have to be
much more aggressive about. Weare waybehindin
data collection research. We don’t knowwhat our
community is dying of. We knowit’s not infant
mortality. We know that we tend to live longer
than non-Hispanic whites. There are other things
weare dyingof, though. Weneed to be able to
documentthat and make sure people are getting
research moniesfor that.

Thefinal issue, whichis also crucial, is the whole
idea of data dissemination. We need to educate people
about who weare as a community. It’s good to do
research, but make sure that the data we get and the
data wecollect are then disseminated.

Weneedto beincluded in every issue of
Health U.S., which is a documentthat non-Hispanic
health communities use as their data bible. The
categories should not be “White /Other.” They
should notread, “White, Black, Other.” We need
to have a category that holds our information,
because our communities are different. We have
differentissues, andit’s a disservice to health
plannersacross the country not to provide that
information. Also, we have to make the data more
accessible to people. If people want to knowus, we
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have to give them the information. Those are the

recommendations that we started off with in the

area ofdata collection.

Increasing the

Representation of
Hispanics/Latinosin the
Health Professions

Fernando Trevino, Ph.D., M.PH.

I would like to thank my coauthors, Dr. Ciro

 

Sumava, Magdalena Miranda, Laudelina Martinez,

and Jose ManuelSaldana, without whom we would

not have beenable to put this paper together.

The issue we wantto talk about is health

professions. Very few career choices exist for

students that are more competitive and more

demandingthanthe health professions. In addition,

they require a very long educational period. You

have to studyand successfully complete anywhere

from 12 to 16 years of an education before vou even

begin to study health.

Forus,this is a problem,because the sad thing is

that, at the present time, somewhere between 60 and

75 percentofour young students nevergo to college

atall and, of those that do goto college, fewer than

10 percentwill graduate. The problem is that

90 percent ofour students are in urban schools, which

suffer from a limited tax base and haveto deal with all

the additional problems ofsocietythat we'reall too

familiar with. Although schoolsegregation has

decreased for blacks and whites,it has actually

increased for the Hispanic population.

Ourparents do everything they can to

supportus, butall too manyof them have very

limited experience with educational systems and can

offer onlylimited help to us. So we need to look to

the teachers and the administrators and others to

guide us along. Yct, unfortunately, when vou look

at this, vou find that fewer than 3 percentofall the

teachersin the United States are Hispanic. The

Health Issues Fanel

result is that too manyof ourstudents (approxi- Health

mately 75 percent) whodostay in schoolare Professions

focusing on nonacademictracksthat will not

prepare them forthe health professions.

Only 51 percent of Hispanics older than the

age of 25 have completed high school, compared

with 81 percent of non-Hispanics. Between 1975

and 1990, high school graduation rates increased by

12 percent for black students and 2 percent for

white students. Yet they actually decreased

3 percent for Hispanic students. As of 1989,

Hispanics were approximately twice as likely as

black students to drop outof school, and almost

three timesas likely as Anglo students.

 

One

At the current time, about 9.7 percent of .
Voice

Hispanics older than the age of 25 have a college

degree. If you lookatit by national origin, you see

that Cuban Americanshave the best experience. ro

Approximately 18.5 percent of Cuban Americans

older than 25 have a college degree. Nowthis is

the best that any of our people have been able to One

do. That’s still below the rate for non-Hispanics. Visi
ision

It dropsall the wav downto 6.2 percent of

Mexican Americans. Not onlyis the situation bad;

it's getting worse. In 1976, 36 percent of Hispanic

high school graduates went onto college. Ten

years later, in 1986, we had lost 7 percent. We
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went to 29 percent ofour students who are going

to college.

Ourgroup looked at the work force that we

currently have, and we found that there is not a

single fick! where we have achieved expected

representation, based on our population, We come

close in things like radiologic technologyand in one

that won't surprise you—health aides. We come

close to what we shouldbe at that point, but we

drop considerably as the educational level increases

for a given profession.

We've had somesuccesses, though. I thinkit

was in 1968 whenthe effort to educate minority

professionals really kicked in, and it was needed. At

that time —1968—minoritystudents composed

only3.6 percentofall U.S. medical students.

Now, three-fourths of these minority students were

black, and three-fourths of them were enrolled at

two predominantly African Amcricanschools,

Mcharryand Howard Medical Schools. There were

practically no minoritystudents in any of our other

medical schools. So the Federal governmentreally

kicked in and developed some programs and, as vou

can tell, they’ve had somesuccess.

Ofinterest to meis the fact that, in 1968,

nursing had the best representation for Hispanics,

andvet that’s the onefield that didn’t really do

much, It sort of plateaued out there. The others

increased dramatically, as you cantell. In 1968,

there were only 23 Hispanicfirst-year medical

studentsin allopathic medical schools. In 1988,

20 vears later, we had 949. So we've made great

increases. Unfortunately, thevstill represent only

>.6 percentofall first-vear medical students.

In dentistry, in 1971 we had 40 Hispanicfirst-

year dental students. In 1988, we had 316,

constituting 7.6 percent ofthe total in thatfield.

Data aren't available on tirst-vear enrollments

in the field of optometry, but in 1971 total Hispanic

students constituted 1 percent ofall optometry

students in the Nation; 20 vears later, they consti-

tuted 3.1 percent. In fact, there are only two
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schools of optometryin the entire United States that

have morethan 5 percent Hispanic enrollment.

Oncis in California, and the otheris in Texas.

Bythe way, I should mentionthatall these

figures exclude the island of Puerto Rico andall their

schools because, obviously, thatis a different situation.

I can go on and on. Pharmacy: 3.4 percent

ofourfirst-vear students are Hispanic. Podiatry:

3.6 percent. Veterinary medicine: 2.8 percent.

Andagain, nursing: Regrettably, in 1971,

2.5 percentofall students admitted to any RN

program at whatever level were Hispanic. In 1985,

that increased 0.2 percent, going to 2.7 percent of

our nursing students.

In public health we've talked a lot about the

needto address prevention efforts and really focus

on developing delivery systems, and I’m little

concerned, If you exclude the island of Puerto

Rico's School ofPublic Health (and you necdto,

because the University of Puerto Rico School of

Public Health employs one-half of all Hispanic

public health faculty in the countryandit's graduat-

ing two-thirdsofall Hispanic public health gradu-

ates), vou will find that all the other schools of

public health put together have a student body of

only 3.2 percentthat is Hispanic.

Allied health (this is a big, broadfield that we

lumptogether and which constitutes 60 percent of

all of our American health care workers) has no
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database to speak of. We could notfind any one

unified database forthe field ofallied health. So all

we were able to find was data from 26 disciplines

that are accredited by CAHEA. In 1989, these

26 disciplines had a Hispanic participation rate of

5.7 percent.

Whyshould we be worried about educating

Hispanic health professionals? Well, first, it’s the

right thing to do. But that hasn’t gotten us very far.

Second, and I credit mycolleague, Bob Montoya,

for this one—he has shownveryclearly that this is a

verycost-effective way of meeting the health needs

of our country.

Wehearall the time that maybe we have a

surplusof physicians in other categories. We know

well, and these figures show, that we don't have a

surplus of Hispanic health professionals. A Federal

surveyfound that fewerthan 10 percentof Anglo

medical students stated that they plannedto practice

in a critical manpowershortage area. Less than

10 percent were even thinking aboutit. By

contrast, the research done by Bob Montova and

others has found that 75 percentof Hispanic

medical students—in this case, it was Mexican

American medical students—go back and provide

care to minorities. They go back and provide care

in critical shortage areas. They are more likely to

accept Medicaid payment andall the kinds ofthings

that we're talking aboutdoing.

Bob Montoya has made a good argument.

That is, should we as a Federal GovernmentorState

governmentinvest $350,000 to $400,000for the

education of a single physician who’s going to go in

a surplusarea, or should we be investing the same

$400,000 to produce the kind of physician or other

health provider whois going to go serve where we

need them as a country?

Ray Marshall, former Secretary of Labor, has

estimated that 90 percent ofthe growthin the work

force that is going to occur in the United States

from 1990 to the year 2000 will be composedof

womenand minoritics. We havelarge numbers of

Health Issues Fanel

people who are notgoing to be well prepared to

find a suitable and productive carcer. We think the

health profession, if you look at it, is one of the

professionsthat’s growing, and there’s going to be

continued demand. This could produce some

productive contributingcitizens for us.

Last, | do wanttotell you there are some

positives. The hope for usreallyis the fact that

most surveys have repeatedly foundthat, of the

Hispanic college students and Hispanic students

whoareplanning to goto college,a health careeris

one oftheir top three professional choices.

The Developmentofa

Relevant and

Comprehensive Research

Agenda To Improve

Hispanic/Latino Health

Gerardo Marin, Ph.D.

This paper was developed with the collabora-

 

tion of Hortensia Amaro, Carola Eisenberg, and

Susan Opara-Stitzer.

The two words that are critical in developing

a relevant and comprehensive research agenda are

“relevant” and “comprehensive.” The development

of a relevant and comprehensive behavioral and

biomedical research agenda must addressat least

three areas, and I was very pleased to hear Secretary

Sullivan saying that carlier today.

First, there is the needfor the researchintra-

structure thatis central to the design, implementation,

and support of research programs. Secondis the need

for appropriate research instrumentation that provides

valid andreliable information about Hispanics. The

third area is the definition of research priority arcas that

are based on the kind ofdata that we alreadyhave

about ourhealth status.

As the basis ofthis, there are three other

important concerns: (1) that Hispanics, Hispanic

researchers, must be involvedin this process;

Research
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(2) that we needan increasedrepresentation of

Hispanic andLatinoprofessionalstaff within DHHS;

and (3) that our research mustinclude an analysis of

the realities and needsofall Hispanics, including

those living in Puerto Rico.

Let me mention someofthe issues relevant to

the three major areas that wefeel should be

addressed. In termsofa lack of appropriate

researchinfrastructure, more than 6 years ago the

Surgeon General’s office produced a report on

minority health, and yet now wefindthatvery little

funding goes to Hispanic issues. Less than 2 per-

cent of DHHSresearch funding is spent on Hispanic

health research issues or in support of Hispanic

researchers. By the same token, very few Hispanics

work for DHHS,and very few Hispanicsare part of

the process to make decisions aboutresearch.

Unofficial data provided to us by PHS show

that this year only 83 of the 2,342 membersofIRGs

are Hispanics. That’s about 3 percent. Giventhis,

it’s difficult to understand how an IRG can under-

stand the cultural significance and appropriateness

and relevance of the proposals being submitted.

Theissue of appropriate research instrumen-

tation was mentioned before, and we want to

reinforce that very significant need, as we see

research that is being carried out withoutattention

to our cultural characteristics, to group-specific

attitudes, perceptions, norms, and values, or even

to the requirements of an appropriate translation.

Priority areas of needed research have been

mentioned throughoutthe day. So in the interest of

time, [ won’t mention them here, but rather I’m

going to list some of the suggestions that we have

madefor dealing with someofthese issues.

In termsofincreasing the research infrastruc-

ture, as I mentionedbefore, there’s a very signifi-

cant need to increase the representation of

Hispanicsin health-related research. I'dlike to

suggest that those who make decisions about RFAs

and RFPsand about funding take into consideration

the kind of research that’s being carried outin the

States that have high Hispanic representation and

demandthat Hispanics be includedin those samples.

I’d like to suggest that oversampling of Hispanics/

Latinos be required of proposalsin critical areas of

health concern for Hispanics. There is a need to

educate membersof IRGs, andthis needs to be

done by DHHS. Thereis a need to prepare IRGs,

again, to be competent in making appropriate

decisions aboutfunding.

In orderto increase the numberofHispanic/

Latino researchers,there is a need to provide pre-

infrastructural training for Hispanic researchers in

behavioral and biomedical research. Programs

directed at senior Hispanic/Latino researchers must

be developedto allow them to becomebetter

equipped andto improve their methodological

expertise. Thereis a need to educate the young

researchers coming this way, to provide grantsman-

ship and workshops, to provide training that will

help them be competitive.

Weneedto improvethe training andcross-

cultural competence ofnon-Hispanic researchers. It’s

very clear that we cannotdoall the research that we

need to do. Weneed help from other researchers, but

they need to be educated about howto conduct

culturally appropriate research with our populations.

To increase the numberof Hispanics participat-

ing in the funding process, we suggest again that

significant effort be madeto identify Hispanics who can

serve in IRGs,as ad hoc reviewers, at national advisory

councils andscientific councils, and as program staff at

PHSand,certainly, in the Centers for Disease Control

and Prevention. We'd like to suggest that IRGstry to

includeat least one Hispanic memberto properly

assess the appropriateness of proposals, and that special

recruiting efforts be developed in order to bring some

ofthe expertise thatis in the field to the Federal

government.

The dearth ofappropriate instruments is a very

difficult issue to address, but it something that needs to

be taken care of. Again, there’s a need to create a kind

of a repository whereall of the data, as well as the
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instruments, and the procedures that can be used to do

appropriate research, can be found.

Wealso suggest that, to define a specific

research agenda,at least five steps be taken:

s That wepay attention to a proper understand-

ing ofthe issues related to the kind of health

problems that we mentioned are critical to

our population—diabetes, HIV,cancer, and

so on.

s Thata high-level committee be appointed to

follow through on the results of the Surgeon

General’s Initiative.

= Thatspecial funding programsor initiatives be

developed to fund research on factors such as

acculturation, poverty, national origin or

background, and migrational history, and the

effects they have on Hispanic health,

= Thatspecial programs be developedto study

the health status of Hispanics who work in

particular environments such as migrant

agriculture, assembly plants, service profes-

sionals, and other industrial concerns.

a That special health services research be

addressedin orderfor them tofile character-

istics of the health care delivery, personnel,

utilization, and effectiveness.
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Marilyn Aguirre-Molina, Ea.D.

All of the presentations that have preceded mine

provide a framework for understanding why Latinos

face so many problemsin the area of health promo-

tion and access to preventive services. I think it’s

probably safe to assume two things. Thefirstis that

the reduction of one or tworisk factors for the

leading causes of morbidity and mortality can add

years to a person’s life and reduce medical costs.

The second assumptionis that the most effective
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wayto reduce risk factors is through health promo-

tion and disease prevention strategies. It’s generally

accepted that, for many sectors of ULS.society,

these two assumptionsare true. People are

accessing preventive services, and we are beginning

to see the results—i.e., changes in morbidity and

mortality patternsin the United States.

Whenit comesto Latinos,it’s a very different

situation. Nevertheless,if you look at the leading

causes of morbidity and mortality among Latinos,

there’s another thing we’ll agree on, that indeed we

can add years to people’s lives or keep them alive

through prevention, and the leading causes of

morbidity and mortality can truly be influenced by

health promotion and disease prevention programs.

The real question hereis, why are Latinos not

sharing the benefits of health promotion and disease

prevention to improve their well-being? There are

a numberoffactors. We don’t wantto ignore the

fact that, nationally, prevention is probably a very

low priority. That can be measured by the amount

of resourcesallocated to prevention efforts. A

recent CDCreport indicates that in 1988,

$32.8 billion were allocated to prevention.

Although that may seem like a lot, it represents only

3 percentof the total health care expenditures, or

only 0.7 percent of the gross national product.

We don’t know what percentage—how many of

those dollars—areallocated to Latino programs,

butagain,it’s safe to assumethat they are not

enough.

Otherfactors that prevent Latinos from

accessing preventive care services include the

following. Latinos have poor or low access to the

health or medical care settings where these

preventive services are likely to be offered. As

indicated in other presentations, Latinosare just not

approaching—much less fully utilizing—those

systems. Shortage of primary care providers and,

most importantly, the lack of Latino and cross-

culturally competent care providers partially

explainsthis phenomenon. Additionally, there’s a
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shortage of primary care facilities servicing Latinos.

Therefore,if those services and thosefacilities are

notavailable, those institutions that would be the

most appropriate sources for providing preventive

services are not available to the Latino community.

Thereare also financial barriers. My

colleagues have already addressed financial barriers,

and the impact they have on access to regular

sources of care. Things like inadequate insurance

and Medicaid coverage complicate and reduce

access to settings where health promotion services

are offered.

There’s another importantissue to address,

andthis is the participation ofLatinos in the labor

force. Latinos are overrepresented in secondary

labor markets, for example, in agricultural and

manufacturing industries. Unfortunately, these jobs

provide the lowest rates of health insurance and

fringe benefit packages, thus having an impact on

access to health care and health promotion and

disease prevention services. An added concern tied

to these occupationalsettings is the high risk and

rates of on-the-job injury. One must note that all

those wonderful corporate health promotion

programsthat manyofus have learned to enjoy and

appreciate are just notavailable to a large majority

of working people in the Latino community.

Wealso need to look at institutional or

systemic barriers. A 1991 report by the Health

Resources and Services Administration clearly

describes the problem. Let me read a quote from

this report to you: “The health care system in this

countryhas been designed to serve the majority

population and possesses limitedflexibility in

meeting the needsof populations that are poor or

mayhave different illnesses, cultural practices,

diets, or languages. Barriers faced by Latinos/

Hispanicsin receiving primary and preventive care

are magnified due to their special linguistic and

cultural differences.” In other words,institutions

are just not adequately geared upto serve the needs

of our communities.
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I think other presenters did an excellent job of

demonstrating the glaring disparity and thelack of

bilingual/bicultural and cross-culturally competent

health care personnel who can effectively deliver

health promotion and disease prevention services. |

wantto underscorethe need: bilingual, bicultural,

and cross-culturally competent professionals. They

are in critical need.

Let me just mention other institutional

barriers worthyof consideration. One of them is

bureaucratic patient intake processes, many of

which produce fear of deportation among people

who are undocumented. Someofthese institutions

also have incredibly long waiting periods for

appointments, and, when one actually gets an

appointment, the waiting period to receive services

is excessive. In many of these institutions, service

hours do not respondto the needs of the communi-

ties they serve. Professionals may be able to afford

to take a day off for a doctor’s appointment, but the

vast majority of our population cannot. They will

not be able to receive services unless they are

provided in the evenings or on Saturdays. All of

these conditions constitute what can be described as

non-user-friendly environments which discourage

patient access. Asa result, Latinos ignore early

warningsigns, and donotutilize screening services.

Therefore, Latinos end up in emergency rooms.

Thelast twopoints that I want to make deal with

the programs themselves. We've talked aboutfinancial

considerations andinstitutional considerations. We

also need to discuss programmaticissues.

In sum,culturally appropriate and competent

programsare in short supply. Most health promo-

tion and disease prevention programs of proven

effectiveness are mainstream programs. An

effective mainstream program, however, may not

necessarily work in the Latino community. Some-

times we see programsthat are translated into

Spanish, which go on to becomedisasters in our

communities, proving that translations are not

enough. That’s a central problem with many of the
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prevention programs that are transportedinto

Latino communities. Many programsare devoid of

cultural competence. For example, there’s a

complete misperception of the role that family and

the social support systemsplay or can play in

promoting health and preventing disease among

Latinos. Successful programs cannot ignore

importantculturaltraits that are specific to Latinos.

Someexisting programsare totally inadequate

when it comesto outreachactivities. They ignore,

for example, that the churchis a very important

institution for Latinos. Additionally, programs

often lack expertise on how to use the Hispanic

media effectively for outreach purposes.

Often, those responsible for designing

programs ignore important variables. One is the

intergenerational variation that exists among

Latinos. Wereally have to take intergenerational

variations into account when designing programs.

Wealso needto look at degrees of acculturation—

that is, to what extentan individualis adapted to the

U.S. culture. There seems to be a monolithic

notion ofa generic Latino individual, when in

reality, we must acknowledge the intergroup

diversity. As we all know,a Puerto Rican is not a

Cuban. A Dominican is not a Central American.

Theresult is that many ofthe existing programs are

based on poorinformation and poor understanding

of our community.

I will highlight only a few recommendations.

First ofall, as a nation, we haveto reshift our

priorities and start to think aboutpreventionasa

critical componentof our community’s health. It’s

less costly. It’s easier. It’s better. Of course,

amongotherthings, this will imply political

advocacyto ensurethis shift in priorities.

Data is another key element, We must be

able to identify gaps in health promotion and disease

prevention data, data for minority groups to

determine health disparities, the use of alternate

care systems, the extent of morbidity and mortality,

and so torth.
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Wewantto, of course, increase and improve Health

access to primary and preventive care. This topic Promotion

will be addressed by another work group. and Disease

Institutional barriers must be removed. Prevention

That’s where our advocacy capabilities must be

directed. Thereare a lot of concrete things that can

be discussed in our workshopsto increase and

enhanceinstitutions and, in particular, community-

based organizations’ capacity to deliver effective

preventive programs. | say community-based

organizations, because CBOs play an importantrole

in our communities. They started outas‘social

clubs and moved on to become more comprehen-

sive health and human services organizations that

now havecredibility and the ability to reach our

communities. We have to upgradetheir ability to

deliver health promotion and prevention services

and help them move away from funding bysectors

of the disease-promoting corporate world. That’s

one of the big problemsthat weface in our commu-

nities: contradictions. Much’can be done by Federal

incentives in the way offinancial incentives. We

mustalso prepare individuals to be able to enter

these institutions.

I'm hoping thatthe health professions group

will help us define the direction and implementation

strategies for increasing the pool of people who are

going notjust into medicalcare butinto public One

health. Wehave to begin to make these lucrative Voi
oice

and attractive career tracks.

I believe that much of whatthe different

working groups will be exploring and discussing is

 

going to overlap. Topics are interconnected; our

ability to gain access to preventionis based on our
One

ability to gain access to the systems where preven-

tion services are provided and on having personnel Visi
ision

in those systems whoare prepared and cross-

culturally competentto design the kinds ofpro-

grams that will be effective and respond to our

. t

community's needs.


